As older people age and become frail, their decline in independence and concomitant changing care needs may force them to move from retirement village to a residential aged care (RAC) facility. The purpose of this study was to identify factors that contribute to subjective wellbeing among older people living in retirement villages in Aotearoa New Zealand and to compare results with the data from the residents of the care home facilities co-located with the retirement villages.
Introduction
Population ageing is a worldwide phenomenon. In Aotearoa New Zealand, the ageing population (65+) is projected to grow to between 1.28 and 1.37 million by 2041, representing an increase of 715,000 or 166% since 1996 (Statistics New Zealand, 2014) . The growth in this age group not only leads to a corresponding demand for appropriate housing, but also a demand for security, socialisation and health-related support services. This also means the need for aged residential care will increase substantially. The Health of Older People Strategy (Ministry of Health, 2002) emphasised the importance of planning for the care and support of older people due to growing service ORIGINAL ARTICLE QUANTITATIVE RESEARCH needs. To support the independence and activity of older people, suitable housing alternatives are required. The last 30 years have seen changes on the ageing landscape in Aotearoa New Zealand, resulting in the emergence of retirement villages. The term retirement village, in both Australia and Aotearoa New Zealand usually refers to a "continuing care retirement community" (CCRC) in North America and "sheltered housing" in the United Kingdom (Howe, Jones, & Tilse, 2013) . This type of longterm care community provides varying levels of care depending on the needs of the older people, including independent living apartments, assisted living, and residential aged care (RAC)/nursing homes (Klinedinst & Resnick, 2014) . Although terms utilised to describe retirement villages vary around the world, a retirement village can generally be depicted as an olderperson-based community that provides a variety of accommodations, services and facilities (U'Ren, 2013) . According to the New Zealand Law Commission (1999), a retirement village is a purpose-built complex of residential units with access to a range of ancillary facilities planned specifically for the comfort and convenience of the residents. Similar to CCRC, retirement villages in Australia and Aotearoa New Zealand often permit residents to remain in one facility to provide continuing care, while moving between levels of care as their needs change: independent living, assisted living, and RAC (Hu, Xia, Skitmore, Buys, & Zuo, 2017) . The latest figures from the New Zealand Retirement Villages Association (NZRVA) indicated that almost 33,000 people throughout Aotearoa New Zealand are living in more than 300 villages registered under the Retirement Village Act 2003 (Webster, 2017) .
Declining physical health and mobility are the most commonly reported reasons for late-life relocation. Retirement villages, particularly those co-located with RAC facility, may represent the "last stop" in older peoples' lives (Shippee, 2012) ; with a continued emphasis on independent living in later life and ageing in place rather than the more traditional forms of aged care environments (Chandler & Robinson, 2014) . The aim is also to assist older adults to remain in their own homes, which is consistent with many older adults' wishes (Black & Dobbs, 2014) . To achieve this, retirement villages provide support services (e.g., transportation, companionship, health care advocacy) and often have recreational facilities to enable residents to age-in-place for longer and to maintain autonomy and control over their lives (Emlet & Moceri, 2012; Gardner, Browning, & Kendig, 2005; Graham & Tuffin, 2004) .
Negative perceptions of retirement communities have been identified in the literature, for example, as a step in the progression to an aged care facility where one might face the loss of privacy and independence (Crisp, Windsor, Anstey, & Butterworth, 2013; McLaughlin & Mills, 2008) . There is also a perception that retirement villages isolate and segregate older people from mainstream society (Bohle, Rawlings-Way, Finn, Ang, & Kennedy, 2014) . Positive perceptions have also been reported. A number of Australian studies have stated the positive impact of living in retirement villages on maintaining autonomy (Montague, 1982) ; health-related quality of life and social connectedness (Stimson, McCrea, & Star, 2002) ; and positive satisfaction with living situation (Ferris & Bramston, 1994; Manicaros & Stimson, 1999) . Recent research in the USA has also indicated that living in retirement villages can reduce loneliness and isolation, improve wellbeing and allow older people to continue to age in place with confidence (Graham, Scharlach, & Wolf, 2014) .
Research from overseas has reported that the majority of older people living in retirement villages have a higher quality of life when compared with older adults living in RAC, hostels and family homes (Ferris & Bramston, 1994; Gardner et al., 2005; Kennedy & Coates, 2008 (Webster, 2015) . Graham and Tuffin's (2004) study where they interviewed 12 village residents living in Aotearoa New Zealand reported that both companionship and privacy were important contributors in a retirement village for a worry-free environment. Grant (2007) interviewed 121 village residents in Aotearoa New Zealand and they reported their village living experiences were positive, secure and supportive, which helped develop a sense of belonging. Based on the existing research, retirement villages represent a practical model for living that can enhance the wellbeing of community-dwelling older people, and help them to maintain their independence, enhance their social connection and remain living in their own homes while surrounded by care services, if needed.
As older people age and become frail, their decline in independence and concomitant changing care needs may force them to move from retirement villages to a RAC facility. Research has indicated that, while transition to retirement living is a turning point in the life course (Moen, Erickson, & DempsterMcCain, 2000) , transition to another level of care such as RACs can be more stressful as decisions to enter institutional care are often unplanned due to an acute medical crisis. While older people tend to voluntarily move to retirement villages to protect their autonomy as they age (Heisler, Evans, & Moen, 2004) , the transition into RAC is considered to be the last resort and research has reported that older people often experience a sense of anger and helplessness and their carers or family members may feel guilty and stressed after the transition (Cheek, Ballantyne, Byers, & Quan, 2006) . Relocation into and between facilities is very challenging to older people's quality of life and wellbeing and this can affect one's privacy, dignity and independence (Brownie & Horstmanshof, 2012; . The advantage of some retirement villages being co-located with RAC facilities can provide services and support to residents of the colocated retirement villages. However, earlier research by Fisher (1987), and Jenkin, Pienta, and Horgas (2002) have indicated that the benefits of such continuum of care are not equally distributed and that transitions in a multilevel care facility were more difficult than many residents anticipated. One Aotearoa New Zealand study reported an implementation of a nurse-led clinic for village residents to receive nursing care in the RAC facility has proved beneficial for village residents to gain more confidence in the nursing staff and reduce some misconceptions about life as a RAC resident (Meek, 2011) .
Existing literature has provided some comprehensive scope for understanding relocations in later life and the decision to move to retirement villages and its adjustment process. Nevertheless, there is limited research on comparing factors contributing to quality of life and wellbeing between retirement village residents and RAC residents within a single continuum of care in order for older people and/or their family members to make informed decisions about what is a good place to age if/when older people's health and mobility starts to decline -particularly if they want to stay in the same complex and community. The present study sought to explore the issues and factors that contribute to subjective wellbeing among older people living in two retirement villages in Aotearoa New Zealand and subsequently to compare the results with the published data from the RAC residents co-located with the same two retirement villages Yeung & Rodgers, 2017 
Methods

Design and Setting
This study setting involved a large provider of residential care in NZ. Established in 1984, the aged care services provided by this organisation offer three different levels of care, similar to the concept of CCRC (i.e., independent living/retirement village, assisted living and RAC options). In 2015, this care provider announced its move to a resident-centred care practice that focuses upon empowering residents, staff, families and other stakeholders to provide a better life for residents. They implemented a pilot project to survey two established estates which comprised residents in RAC facilities where residents have access to 24-hour care and support in an environment with a nurse manager and a team of registered nurses and trained caregivers; and in retirement villages (independent living in villas, apartments and cottages where assistance with daily chores can be purchased and also staffed by professional nursing staff to assist with health-related issues) exploring their quality of life and satisfaction with care they received. The design of the project also included qualitative data by interviewing some of the residents from both retirement villages and RAC facilities. The current article focuses on reporting the data collected from the retirement villages in order to compare these with the published results from RAC residents Yeung & Rodgers, 2017) . Although the bulk of the data reported in this article is of a quantitative nature, the small cohort and limited scope of qualitative data was able to help illustrate and explain some of the findings that emerged from the quantitative data. Surveys were developed by the organisation and data were collected for the organisation by an independent research agency. The first three authors' main role was to analyse the data. Low-risk approval was given by the Massey University Research Human Ethics Committee on 24 June, 2015 to conduct the analysis.
Participants
Two of the organisation's retirement villages in Auckland were chosen to participate in this research. Each retirement village is situated in a large complex where there is plenty of land with beautiful gardens, staff available 24/7 for added security and it is also located within walking distance of local shops, community clubs and medical facilities. Out of the 255 village resident who were sent surveys, 163 completed and returned them, giving a response rate of 64%. From the 163, four retirement village residents, two males and two females aged between 70 and 76 years of age, agreed to participate in face-to-face interviews. On average, they had been living in the retirement villages for more than two years.
Measures
Some of the measurements used and discussed later came from a previous study undertaken by Yeung and Rodgers (2017) on older residents living in RAC facilities. As the cohort concerned was residents from retirement villages, some wording in the scales was modified, for example, "easy to make friends at the care home" was changed to "easy to make friends at the village." The rationale for using the same instruments and methodologies from previous research conducted by with retirement village residents was to allow for the possibility of making comparisons of the data between the two studies. To ensure the rigor of each measurement, where possible, Cronbach's alpha was used, followed by Confirmatory Factor Analysis (CFA), using the fit indices of the Goodness of Fit Index (GFI) value (>0.90) (Joreskog & Sorbom, 1989) , the Normed Fit Index (NFI) value (>0.90) and Comparative Fit Index (CFI) value (>0.90) to test construct validity (Hu & Bentler, 1999) .
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To measure what conditions contribute to village residents' quality of life, five domains of quality of life: Comfort, Privacy, Dignity, Meaningful Activities and Relationship, were used based on the work of Kane et al. (2003) which aligns with resident-centred practices (White, Newton-Curtis, & Lyons, 2008) . These scales comprised one to five items and used a 5-point Likert scale ranging from 1 = never to 5 = always. Higher scores indicate better quality of life.
Four items were chosen to represent the construct of Positive Mental Health (PMH) as PMH was considered essential to residents living in congregated retirement housing (Sheikh & Yesavage, 1986) . Each item uses a 5-point Likert scale ranging from 1 = strongly disagree to 5 = strongly agree. Higher scores mean more positive self-perceived mental health.
The construct of Loneliness and Isolation (L&I) was developed by adopting three items on loneliness, helplessness and boredom from the Eden Alternatives Warmth SurveysResidents (EWR-R) . The EWR-R survey emphasised a philosophy of person-centred care, which focused on reducing loneliness, helplessness and boredom faced by residents living in a residential care complex. Each item was measured by a 5-point Likert scale ranging from 1 = strongly disagree to 5 = strongly agree. The negatively keyed items were reversescored before computing individuals' total scores. Higher scores indicate feeling less lonely and isolated.
The construct of subjective wellbeing (SWB) was formed by using three single items to assess each village resident's: (a) living situation (How satisfied are you with the conditions of your current living place?); (b) satisfaction with life (All things considered, how satisfied are you with your life as a whole these days?) and (c) quality of life (How would you rate your quality of life?), using a 5-point Likert scale ranging from 1 = strongly dissatisfied to 5 = strongly satisfied. This construct has been used in research to measure older people's subjective wellbeing (La Grow, Yeung, Towers, Alpass, & Stephens, 2011; Yeung & Breheny, 2016) .
The interview was designed around two particular questions on: (1) the experiences of residents living in retirement villages; and (2) how the implementation of a residentcentred approach by the organisation which provides continuing care has influenced their views on relocating into RAC facilities/ care home if needed. All interviews were recorded and transcribed into text form by the project officer at the organisation. After the transcription, the responses from the four village residents were pooled and analysed by the first three authors to complement and illustrate the quantitative results. Table 1 reports means, standard deviations, Cronbach's alpha and CFA of the items which constitute each of the variables used in this study, along with comparison to care home residents from previous research Yeung & Rodgers, 2017) . All negatively keyed items in any one of the scales were reverse-scored before computing individual mean scores.
Data analysis
With an alpha level of 0.05, the data in the study were analysed using the IBM SPSS 23 (IBM SPSS, Chicago, IL, USA). Simple descriptive statistics of mean and standard deviation (SD) were used to describe respondents' responses on the various measures used. The data were screened to check the minimum and maximum values and distribution for all scales. SPSS preliminary frequency output was analysed for missing values. Frequency analysis for each item indicated that responses for each item/domain had minimum and maximum values within the range. The percentage of missing values was under 5% and random in nature. Therefore, the missing data were replaced with regression imputation as recommended by Tabachnick and Fidell (2013) Note. *All scales are ranged from 1 to 5; higher the number means more positive in feelings and self-perceived perspectives. Yeung & Rodgers, 2017. QUANTITATIVE RESEARCH
ORIGINAL ARTICLE
the assumptions of multicolinearity and singularity (i.e., that all variables entered into the equation were related to the dependent variable to at least a minimal degree (r > 0.3) but not too highly (r <0.7) to other independent variables. Only variables that were significantly correlated with SWB were used for regression analysis. A power calculation showed our sample size was sufficient to demonstrate a true difference at a significance level of 5% and power of 80% (Tabachnick & Fidell, 2013) .
Results
The general background of the village residents who participated in the survey is that they identified themselves as mostly as NZ European/Pákehá (>80%). Women constituted a greater proportion than did men (72.9% compared to 27.1%). The age range was between 60.0 and 103.0, with over 50% reported aged 75+. This aligns with existing research that most residents enter around 73 years of age and the average age within the village is 79 years, therefore reporting the 75+ penetration ration (Jones Lang LaSalle, 2015). The length of resident stay reported by the participants was an average of five years.
The mean scores of Comfort, Privacy and Dignity that contributed to SWB among village residents were all above 4.00, indicating fairly positive experience in these areas. Satisfaction mean scores on Meaningful Activities and Relationships were between 3.24 and 4.35, indicating relatively acceptable level of satisfaction. These satisfaction scores are slightly higher than the RAC residents reported in both our study Yeung & Rodgers, 2017) and Burack and colleagues' (2012) study. In general, residents of retirement villages and RAC facilities were reported to have similar mean scores on PMH items relating to psychological resources and strengths. Village residents in general did not report particularly high concern over feeling lonely or isolated. Although RAC residents did not score as high as village residents on not experiencing substantial levels of loneliness and isolation, their scores were still above average (>3.40 out of 5.00).
Overall, all the variables demonstrated acceptable to high internal consistency (between 0.56 to 0.84). In addition, results of CFA indicated good construct validity from all domains, except Privacy due to having only one item.
The four variables, which were found to be significantly correlated with SWB, were entered into the regression equation. As can be seen in Table 2 , PMH (r = 0.55), L&I (r = 0.49), Dignity (r = 0.30) and Relationships (r = 0.29) correlated significantly with SWR with their effects ranging from small to large (Cohen, 1988 ). The regression model explains 47% of variance in SWB, which is statistically significant (F (4, 145) = 33.34, p < 0.001). All four independent variables, namely PMH (β = 0.43, p = 0.00), L&I (β = 0.27, p = 0.00), Dignity (β = 0.17, p = 0.01), and Relationship (β = 0.13, p = 0.04) were found to make a unique and significant contribution to SWB.
Discussion
As many older people prefer living independently in their own environment, the emergence of retirement villages represents a promising alternative living option for older people in Aotearoa New Zealand. Consistent with other studies (Edvardsson & Innes, 2010; White et al., 2008) , the current research provides an indicative result that the use of residential satisfaction could be a good indicator to measure the psychological wellbeing of older people in their own living situations. The retirement village model strives to enhance independence, security and privacy while offering diverse services and support to satisfy residents' needs and demands (Gardner et al., 2005) . There are two important findings from this research. Firstly, the current study demonstrates that residents are generally satisfied with their retirement village living experiences and their overall wellbeing is positively influenced by their social and psychological milieu. This is also
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We have a little unit here and this is our home, at first, that was home in the unit, but as you got out and got to know other people, home became the other parts of [the village]. Going down to happy hour and sitting there and seeing all these people, they're like your family.
Residents seem able to meet their emotional needs and aspirations through village living. These results are in line with those of previous studies which emphasise that retirement village environments should be designed to meet fundamental needs such as maintaining independence, supportiveness, security, promoting social capital and meaningful participation in order to combat loneliness and isolation, and create a sense of belonging and social integration (Crisp et al., 2013; Graham & Tuffin, 2004 (Cohen, 1988) 
make an informed decision on their housing options. Many retirees may consider the option of retirement communities when they are still fully able to live independently. However, negative perceptions related to relocating to a retirement village can have a negative impact on residents' self-concept and their relationships with others (Bohle et al., 2014) which could further impact on their decision to move into assisted living or care home facilities due to declining health.
Results from this study further emphasise the importance of a home-like environment for both retirement village and care home residents within the mandate of residentcentred care practice. To enable retirement village residents to consider their potential future living in a care home, aged care providers need to move towards residentcentred and relation-based care focusing on supporting residents' aspirations to living in care, rather than existing in care . One of the village residents supported the organisation's change of care philosophy to resident-centred to help her envisage care home options for future needs:
…trying to get away from the place being institutionalized and making it like home, and having the things that you like around you, and having the children and animals around, having nice gardens, and having a say in what happens, which is happening more and more here. We're not being told you do this you do that, we're being asked if this is what we'd like to do. Just making a place that was just a big place of units and houses into a proper home, your own home.
Another village resident also commented on the importance of resident-centred care:
I heard about the Eden Alternative philosophy. I think my understanding of it is the bottom line that people would actually listen to residents, what they would like, what they think they need, whether that's supplied or not is completely different, but at least feel like you are being taken noticed of, being listened to, which still doesn't always happen.
If retirement village residents access care services at relatively older ages, this would mean support received in villages can enable them to continue to age in their own place until there is a need to move to a care home adjacent to the retirement village. This could be a good option if one member of a couple requires more care. One could live in the village and the other close by.
Some gerontologists have argued that ageing in one place may be more appropriate than making multiple moves while ageing, although older people's needs and levels of independence change as they age, which will require accommodation in physical, social and infrastructure (Towart, 2013) . While the current study has limited socio-demographic data and limited general health status information on these village residents, they reported good levels of subjective wellbeing. Although diverse services, including assisted living or RAC facilities, are available in the retirement villages, not all of these services are currently preferred nor frequently used by this cohort of residents due to their relatively healthy status. While some of them acknowledged different kinds of activities available, the general feeling was that many of the village residents continued (and preferred) to maintain their own personal and social networks within or outside of the village. They considered that their physical and functional independence makes them different from those who require the kind of living offered in the RAC or assisted living. This is echoed by one of the village residents:
Yeah, people have said to me that unless you're in the care facility, it's not going to affect us [having someone to come and help with care] very much, or not at all in fact. We do all hope that we won't go there one day. That doesn't mean any disrespect to it, it's just the way you feel you know.
As the proportion of New Zealanders aged 65 and over is expected to double in size ORIGINAL ARTICLE QUANTITATIVE RESEARCH from 13% to 26% of the population by 2050 (OECD, 2015) , questions continue to be raised in relation to how retirement villages can meet older people's needs as they continue to age over time. Existing literature indicates that relocation that involves major lifestyle change could impact adversely on older people's health and wellbeing during later-life transition (Heisler et al., 2004; Rowles, 1978; Rubinstein & Parmelee, 1992) . As morbidity and disability are more prevalent in later life, due to agerelated impairments, it is vital for aged care organisations and staff to consider what will be required for residents with changing needs to move and adapt to other settings.
Overall, moving from retirement villages to RAC may not be a simple journey for older people. Cheek et al. (2006) have argued that some of the older people and their families in their study thought living in a co-located complex would give the older person a seamless on-demand transition from retirement village to RAC facility. However, the urgency to move from a retirement village to RAC could be an ad hoc one due to health crisis or loss of a care-providing spouse, resulting in little or limited time to consult with the provider and this can cause a great deal of frustration for older people and their families. Zimmerman and Dabelko (2007) have reported that, while social workers have been identified as crucial collaborators in transitional care, the process often involves mainly nursing staff. Much of the literature on RAC residents' wellbeing tend to be nursing care-focused while social workers have been peripheral to aged care service provision, even though the needs of older people, especially during the transition to RAC, may be addressed by core social work skills, such as family work, community work, resourcing and advocacy (Hugman, 2000; Wilson, Setterlund, & Tilse, 2003) . Some international literature has illustrated social workers have been employed across the continuum of long-term care for older people in settings such as hospitals, nursing homes, and primary care (Allen, Nelson, Netting, & Cox, 2007; Petersen, Wilson, Wright, Ward, & Capra, 2016) . Despite their essential roles, social workers continued to express difficulty working in a traditional medical model of care with objective measurable and function tasks, rather than care that is underpinned by a meaningful relationship based on respect and trust (Rockwell, 2012; Yeung & Rodgers, 2017) . In Aotearoa New Zealand, Thornton (2012) argues that District Health Boards (DHBs) do not consistently provide services such as social work to meet the transition and emotional needs of older people moving into RAC facilities. Social workers' competencies and skills can be useful to deal with these types of issues. Social work has long been viewed as having an excellent understanding of the importance of collaboration, autonomy and empowerment of patients and their families in residential care facilities (Koenig, Lee, MacMillan, Fields, & Spano, 2014 (Shapiro, Setterlund, Warburton, O'Connor, & Cumming, 2009 ). In providing the least restrictive living environment in which to age, social workers can support RAC residents to identify and pursue their own needs and preferences using strength-based relational practice instead of relying on facility activities alone (Rockwell, 2012) . This is essential to good quality care as this can be neglected in busy facilities when the emphasis is mainly on providing technical nursing and medical care.
Limitations
These data must be interpreted with caution because only two retirement villages were involved in the study which limits the generalizability of the findings. Existing research has reported that retirement villages tend to comprise older people who are European/Pákehá, financially secure with fewer health and disability concerns (Graham et al., 2014) . Towart (2013) argues that village residents are not generally wealthy as many of them rely on a retirement pension and will be sensitive to costs as their needs increase with age. Since the collection of socio-demographics of the study cohort were limited, our analysis was limited by the homogeneity of the sample with no economic, and education data, prompting more research to be recommended to better understand how retirement villages may impact on the diverse range of older people in Aotearoa New Zealand. Furthermore, the measurement and data collection were already pre-determined by the residential aged care organisation; hence, not all standardised items from some measurements were used despite the current selected instruments showing good reliability and construct validity. Only four interviews were conducted with retirement village residents; hence, the limited scope of qualitative data can only be used as a complement to the quantitative results. Data collection also relied solely on self-report measures in a cross-sectional design which prevents any examination of the quality indicators over time to preclude causal inferences as older people tend to report more positively which may skew results. In addition, the amount of variance explained by the regression model (i.e., 47%) suggests that there may be other variables that could contribute to the determinants of subjective wellbeing among older people living in retirement villages.
Conclusions
As the ageing population grows, an increasing number of people are relocating to retirement villages which offer independent living surrounded by facilities and support services. This study set out to investigate factors that contribute to wellbeing among older people living in retirement villages. The results of this investigation have shown that dignity, having meaningful relationships with others, maintaining positive mental health and not feeling lonely and isolated contributed to retirement village residents' subjective wellbeing. In an increasingly competitive market environment, consumers want to make informed decisions about relocation in later life. Results from our study on retirement village residents enable comparison with care home residents on what matters most to quality of life and care satisfaction. Such information could well result in an economic edge for aged care providers to develop further strategies to offer quality of care for extended ageing in place. Overall, this study suggests that retirement villages represent a promising new trend to provide alternative housing options to reduce social isolation, enhance wellbeing and increase older people's confidence to maintain independence. However, as older people proceed through their life course, they periodically will have to assess the appropriateness of their housing and living conditions. The decision
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to relocate can be difficult for older adults and it can be mitigated by factors such as health, financial capacity, and location of the facility. Therefore, more innovative models of care are needed to provide the benefits of retirement accommodation but still be flexible and affordable for those with limited financial capacity and increasing support needs.
